INTRODUCTION
However, there are few reports on the vascular rupture caused by a molding balloon during EVAR (8, 9). We report two cases of infrarenal AAA complicated by procedure-related aortic or iliac artery rupture by the molding balloon during EVAR. The computed tomographic angiography (CTA) revealed a 5.4 cm-diameter infrarenal AAA, without involving the iliac arteries. The AAA characteristics were in favor of using an endovascular graft. The patient was scheduled for EVAR.
CASE REPORT
Because the left common iliac artery (CIA) was too short (15 mm in length), the left internal iliac (IIA) was occluded with several metallic coils to prevent a type II endoleak. The main body of the aortic stent graft (Zenith, COOK, Bloomington, IN, USA) was deployed in the aorta through the femoral arteriotomy. Following deployment of the main body, the Endovascular aneurysm repair (EVAR) has been accepted as an alternative to traditional open surgery in selected patients. Despite the minimally invasiveness of this treatment, several complications may occur during or after EVAR. Complications include endoleak, aortic dissection, distal embolism, or iatrogenic injury to the access artery. However, there are few reports on the vascular rupture caused by a molding balloon during EVAR. We report two cases of infrarenal abdominal aortic aneurysms complicated by procedure-related aortic or iliac artery rupture by the molding balloon during EVAR. In our cases, we observed suddenly abrupt increase of the diameter of the endograft during balloon inflation, because we inflated the balloon rapidly. In conclusion, careful attention must be paid during inflation of the molding balloon to prevent vascular rupture. After the procedure, transfusion with three units of RBC was required to control blood pressure and to correct the hemoglobin level at the recovery room. Under the apprehension of acute pelvic ischemia due to blood loss and simultaneous occlusion of both internal iliac arteries, a colonoscopy was performed at the third postoperative day, which revealed no evidence of colonic ischemia. CTA performed on the sixth postoperative day showed retroperitoneal hematoma without endoleak or contrast leakage from the right CIA (Fig. 1) . The patient had an uneventful recovery and was discharged from the hospital on the seventh postoperative day from EVAR. A follow-up CTA at 6 months after EVAR showed a well-positioned and functioning balloon is important to prevent vascular rupture (9-11).
Index terms
In conclusion, full graft expansion with a molding balloon is of great importance during EVAR because full graft expansion will minimize the chance of endoleak, and residual graft stenosis is the primary etiologic factor of graft limb thrombosis.
However, careful attention must be paid during inflation of the molding balloon to prevent vascular rupture as in our cases. Coda Balloon is very useful in endograft molding and aortic occlusion. According to the User's manual, this balloon is composed of a compliant polyurethane material, which facilitates the rapid inflation and deflation, which is advantageous when occluding the aorta. However, a manual recommended slow inflation of the balloon is recommended to prevent vascular rupture. In our cases, we observed a sudden abrupt increase of the diameter of the endograft during balloon inflation, because we inflated the balloon rapidly. Though there has been no detailed description of the cause of vascular rupture during balloon inflation, we think that gentle slow inflation of the
